normal. Circulation time (arm to tongue) 16 seconds. Ha:moglobin 100%. Sedimentation rate 1 mm. in one hour. Blood W.R. negative.
Electrocardiogram: T1 T2 T4 inverted, deep Q4. Absent R4. S or Q waves in leads 2 and 3.
Radiography shows an oval calcified shadow lying in the left side of the heart, probably in the substance of the left ventricle (figs. 1 and 2).
Treatment with a potassium iodide and stramonium mixture and ephedrine tablets has relieved symptoms. Rest and digitalis did not have any beneficial effect. Dr. A. Elkeles: Calcification may occur in a cardiac aneurysm, but this is usually associated with enlargement of the affected ventricle and a characteristic ventricular bulge can often be observed in the radiograph. In this patient the size and the shape of the heart are within normal limits and the cyst-like calcificiation is within the border of the left ventricle, which is confirmed by X-rays taken in the right and left oblique positions.
Calcification may also take place in chronic constrictive pericarditis, but in this condition a rim of calcium is visible along the periphery of the heart and does not produce an oval-shaped, cyst-like appearance. The calcified shadow in this patient might be caused by one of the very rare tumours of the heart; it resembled a case of "Calcified cyst of the pericardium" published by Mr. Dickson Wright (1936, Brit. J. Surg. 23, 612) .
The possibility of a hydatid cyst may be considered in differential diagnosis. Diagnosis.-The main interest of this case lies in the atiology. The development of the aortic lesion after the age of 38 years, the anginoid attacks and the evidence of involvement of the orifices of the great arteries support a diagnosis of specific aortitis. On the other hand there is no general aortic dilatation, the blood W.R. has been persistently negative and there is a history of rheumatic fever during childhood. The electrocardio- Woman, aged 54. Three months' swelling of the left side of her face and jaw; a tooth was removed and she was treated as an osteomyelitis of the lower jaw. 23.1.45: Transferred to Claybury Emergency Hospital. There was an indurated swelling round the angle of the lower jaw with manv sinuses. X-rav showed no bony disease. This patient had no specific therapy except penicillin. Her surgical treatment consisted in draining superficial collections of pus from time to time. The immediate response to penicillin therapy was very good, an-d even if there is a relapse at a later date healing occurred much more rapidly than is usually the case.
Commenit.-Since the introduction of chemotherapy it has been increasingly obvious that there are many pathogenic strains of actinomyces. We have found some which are sensitive to penicillin, others to propamidine and some to gentian violet. This immediately opens up fresh fields for local and systemic therapy. In the past our treatment consisted in a course of potassium iodide working up to 200 grains a day for many weeks, drainage of any obvious abscess followed up by a course of radiotherapy.
A small series of 20 inframandibular infections all recovered under this treatment and were well when followed up from six months to three years. Healing, however, often took over six months. Since the introduction of penicillin we give systemic penicillin to those cases which are sensitive; in others injection of propamidine jelly or gentian violet into the sinus appears to shorten the duration of the infection. Radiotherapy is still of value. Propamidine is also very efficient in destroying secondary infection with hoemolytic streptococci if present.
Potassium iodide is now no longer given as a routine procedure. We have not found that the sulphonamides gave any permanent benefit, possibly because their action may only affect the secondary infection which is nearly always present. oxygen, respiration "controlled" during latter half of time. The left 8thrib from neck to cartilage was removed The lowest 2 in. of crsophagus was a solid cylinder of growth areolar tissue outside condensed but not adherent. Using "guy-ropes" of tape, the distal cesophagus was dissected free as far as aortic arch. Thle diaphragm was then divided radially and the stomach brought up into left pleura, A wedge of cardia was resected with cesophagus and gap in stomach closed. A gastric bed was then made along posterior mediastinum up to the arch of the aorta This was securely sutured in place the
